


{ DC February 16, 2001 / Vol. 50/ No. 6 





NMW/? 


MORBIDITY AND MORTALITY 


WEEKLY REPORT 








American Heart Month — February 2001 
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ovascular Health Summit, which will focus on 
activities in health-care systems. An estimated 12 
1 States have coronary heart disease (CHD) (7) 
ris (chest pain), or both. During 
ly 460,000 persons died -HD; 44% of these deaths were attrib 
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risk factors, and treatments and scientifi tatements on health-care quality 
nitiatives are available on the World-Wide Web from the National Heart, Lung, and 
Blood Institute, http://www.nhibi.nih.gov, the Health Care Financing Administration 
http://www.hcfa.gov/quality/3y.htm, and the American Heart Association, http 
www.americanheart.org*. Information about CDC-supported state cardio 


vascular health programs is available at http://www.cdc.gov/nccdphp 
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Mortality From Coronary Heart Disease and Acute Myocardial Infarction — 
United States, 1998 


Despite improved clinical care, heightened public awareness, and widespread use of 
health innovations, coronary heart disease (CHD) remains the leading cause of death in 
the United States (7,2), and the decline in rates from CHD that began during the 1960s 
slowed during the 1990s (3). This report provides national and state-specific death rates 
for CHD and for acute myocardial infarction (AMI). During 2001, approximately 1.1 mil 
lion persons are expected to have a CHD event (7). Prevention remains the key strategy 
for reducing CHD mortality 

National and state mortality statistics are based on information from death certifi 
cates filed in state vital statistics offices and are compiled by CDC’s National Center for 
Health Statistics (4). Demographics (e.g., age and race/ethnicity) listed on death certifi 
cates are reported by funeral directors or provided by family members of the decedent 
CHD deaths are those in which the underlying cause of death listed on the death certifi 
cate by a physician, medical examiner, or coroner is /nternational Classification of 
Diseases, Ninth Revision, codes 410.0-414.9 (5). CHD includes AMI (410), other acute 
and subacute forms of ischemic heart disease (411), old myocardial infarction (412) 
angina pectoris (413), and other forms of chronic ischemic heart disease (414.0-414.9) 
Populations at risk are defined on the basis of U.S. Bureau of Census estimates of resi 
dent populations. Age-adjusted estimates are standardized to the 2000 U.S. population 
Because only 0.2% of CHD deaths and 0.3% of AMI deaths occur among persons aged 
<35 years, the age-adjusted death rates have been limited to persons aged 235 years 

The annual percentage change in U.S. death rates for CHD during 1950-1959, 1960 
1969, 1970-1979, 1980-1989, and 1990-1997 was 2.1, 0.2, -3.1, -3.3, and -2.7, respec 
tively (3). During 1998, CHD was reported as the underlying cause of 459,841 deaths; 
203,551 (44%) were attributed to AMI. During 1998, age-specific death rates per 100,000 
persons increased among successive age groups for CHD and AMI. Among persons 
aged >85 years, the 1998 CHD death rate was 3743.9, which was three times higher than 
the rate among persons aged 75-84 years (1252.2), seven times higher than among 
persons aged 65-74 years (487.2), and 21 times higher than among persons aged 55-64 
years (180.7) (Table 1). 


The age-adjusted death rate among persons aged 235 years was higher among men 


than women (222.4 versus 135.8 per 100,000 for CHD and 99.7 versus 58.8 per 100,000 


0.0 


for AMI, respectively). CHD death rates were highest among white men (440.0) and 
second highest among black men (421.6). AMI deaths were similar among both groups 
(196.7 and 198.7 for white and black men, respectively) (Table 2). Compared with white 
men, American Indian/Alaska Native men and Asian/Pacific lslander men had much lower 
death rates for CHD (246.7 and 258.3, respectively) and AMI (120.9 and 109.1, respec 
tively). Black women had the highest death rates for CHD (301.9) and AMI (140.4), fol 
lowed by white (263.8 and 113.2 for CHD and AMI, respectively), American Indian/Alaska 
Native, (160.2 and 69.3 for CHD and AMI, respectively) and Asian/Pacific Islander (148.1 
and 62.2 for CHD and AMI, respectively) women (Table 2). Compared with black and 
white men and women, Hispanics had lower death rates for CHD (285.4 and 189.8 for 
men and women, respectively) and AMI (121.6 and 76.7 for men and women, respec 
tively) (Table 2). State variations in age-adjusted death rates for CHD and AMI ranged 
from 208.1 (New Mexico) to 440.6 (New York) for CHD and from 80.5 (New Mexico) to 
252.6 (Arkansas) for AMI (Table 3) 
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TABLE 1. Age-specific death rates* for coronary heart disease’ and acute myocar- 
dial infarction’ — United States, 1998 





Coronary heart disease Acute myocardial infarction 
Age group (yrs) No. Rate No. Rate 


160 0.2 88 0.1 
936 2.4 488 1.3 
6,535 14.7 3,489 7.8 
20,165 58.3 11,196 32.4 
40,968 180.7 22,227 98.0 
89,625 487.2 43,730 237.7 
149,668 1,252.2 66,288 554.6 
151,765 3,743.9 56,038 1,382.4 
* Per 100,000 population 
International Classification of Diseases, Ninth Revision, codes 410.0-414.9 
Code 410 














TABLE 2. Age-adjusted death rates* for coronary heart disease’ and acute 
myocardial infarction’ for persons aged >35 years, by sex and race/ethnicity — 
United States, 1998 





Acute 
Coronary heart disease myocardial infarction 
Sex No. Rate No. Rate 
Men 
White 209,457 440.0 95,617 196.7 
Black 19,138 421.6 9,185 198.7 
Hispanic 8,431 285.4 3,735 121.6 
Asian/Pacific Islander 3,247 258.3 1,417 109.1 
American Indian/Alaska Native 750 246.7 377 120.9 
Women 
White 202,056 263.8 85,248 113.2 
Black 21,202 301.9 9,873 140.4 
Hispanic 7,602 189.8 3,102 76.7 
Asian/Pacific Islander 2,259 148.1 607 62.2 
American Indian/Alaska Native 617 160.2 268 69.3 














* Per 100,000 population. Standardized to the 2000 U.S. Bureau of the Census population of persons aged 235 years 
International Classification of Diseases, Ninth Revision, codes 410.0-414.9 
Code 410 


Reported by: Cardiovascular Health Studies Br, Div of Adult and Community Health, National 
Center for Chronic Disease Prevention and Health Promotion; and EIS officers, CDC. 


Editoria! Note: An estimated 12 million persons in the United States have CHD (3). Of 
the 1.1 million persons who are expected to have a CHD event during 2001, 
approximately 650,000 will be first events and 450,000 will be recurrences. Each year, 
approximately 220,000 fatal CHD events occur suddenly among unhospitalized persons 
(7). The slowing decline in CHD death rates may be explained by the pattern of CHD risk 
factors reported during the 1990s (3). Minimal, if any, improvement has occurred in 
preventive behaviors (e.g., adequate physical activity, cessation of smoking, and the 
control of high blood pressure) (3). In addition, an increase has been reported in caloric 
consumption and the prevalence of obesity and diabetes (3). Factors that may have 
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TABLE 3. Age-adjusted death rates* for coronary heart disease’ and acute 
myocardial infarction’ among persons aged >35 years, by state — United States, 
1998 





Coronary heart disease Acute myocardial infarction 
State No Rate Rate 


Alabama 6,456 290.4 3,48 156.1 
Alaska 317 212.4 z 
Arizona 6,537 281.2 z,t 119.6 
Arkansas 5,490 383.2 
Californiz 46,502 327.: 
l¢ ) 3,852 235.9 
5,443 283 
1,082 301.5 
lori 35,701 
Georgi 9,236 
Hawaii 1,248 
Idaho 1,570 
Ilinois 21,356 
indiana 10,840 
109 
423 
335 
362 
237 
492 
780 v 
231 7 163.9 
906 y 3 101.5 
732 202.0 
261 407 205.0 
112 8 99.7 
516 5 8 102.8 
787 < 96.3 
753 132.1 
467 55 5 150.2 
596 3 80.5 
786 6 138.5 
North Carolina 421 f § 152.2 
North Dakota 149 5. 155.7 
Ohio 21,904 73 5 155.5 
Oklahoma 7,253 4 713 151.1 
Oregon 4,657 5 818 103.7 
Pennsylvania 24,587 40.8 145 165.2 
Rhode Island 2,213 d 5 052 173.3 
South Carolina 6,217 5 442 189.0 
South Dakota 1,358 ) 727 168.8 
Tennessee 10,541 . 620 207.8 
Texas 27,304 é 474 180.4 
Utah 1,631 2 764 103.9 
Vermont 818 5 340 115.1 
Virginia 9,162 3 4,223 138.6 
Washington 6,843 2,910 109.6 
West Virginia 4,263 99.5 1,964 183.8 
Wisconsin 8,918 4,444 158.5 
Wyoming 661 361 161.0 
Total‘ 459,841 : 203,551 149.1 
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* Per 100,000 population. Standardized to the 2000 U.S. Bureau of the Census population of 
persons aged >35 years 
International Classification of Diseases, Ninth Revision, codes 410.0-414.9 
Code 410 

* Total U.S. population, all ages 
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contributed to the racial/ethnic differences, particularly those between black and white 
women, include differences in CHD risk factors, case fatality rates, medical care, 
socioeconomic status, and state of residence (6) 

The findings in this report are subject to at least two limitations. First, the data are 
subject to misclassification of race/ethnicity in the population census and on death certifi 
cates, which may result in undercounting of deaths among American Indians/Alaska 
Natives, Asians/Pacific Islanders, and Hispanics and overcounting of deaths among black 
and white populations (7 ). Second, there is no medical record verification of death certifi 
cate data on multiple-cause mortality records. The reliability and accuracy of underlying 
cause depends on the certifier of each death and the state and national nosologists who 
determine the codes and the underlying causes. 

CDC funds 25 state-based cardiovascular health programs designed to prevent the 
first heart attack and promote a greater decline in death and disability from CHD. Mea 
sures intended to prevent a first AMI promote policy changes (e.g., health-care providers 
implementing American Heart Association AMI prevention guidelines) and behavioral 
changes that affect cardiovascular-related risk factors (e.g., high blood pressure, high 
cholesterol, cigarette smoking, physical inactivity, and poor nutrition). Myocardial dam 
age, disability, and death can be forestalled if affected persons recognize AMI warning 
symptoms and reach medical care quickly (8). To reduce delays in receiving treatment 
(8) and preventing disability following a CHD event, emergency medical care often can 
be obtained rapidly by telephoning 911. Other interventions consist of therapeutic mea 
sures to minimize the risk for a second heart attack and subsequent heart failure (9), 
education to promote physician adherence to clinical practice guidelines, and recom 
mendations for the appropriate treatment of CHD patients 
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impact of the 1999 AAP/USPHS Joint Statement on Thimerosal in Vaccines 
on Infant Hepatitis B Vaccination Practices 


On July 8,1999, the American Academy of Pediatrics (AAP) and the U.S. Public Health 
Service (PHS) jointly recommended reducing infant exposure to thimerosal, a commonly 


ine preservative that contains mercury (17,2 ). Specific recommendations were 


stpone the first hepatitis B vaccine dose until 2-6 months of age for infants 
to hepatitis B surface antigen (HBsAg)-negative (i.e., not hepatitis B virus [HBV 
ted) women (7,2). Infants born to HBsAg-positive (i.e., HBV-infected) women, or to 


nen whose HBsAg status was unknown, were recommended to receive postexposure 


with the first dose of hepatitis B vaccine administered within 12 hours of 

September 1999, when adequate supplies of preservative-free hepa 

> available iS advocated a return to previous infant hepatitis B 

ncluding administering the fi > of hepatitis B vaccine to 

that had discontinue ’ tice In 2000, preliminary 

yf these policy chan on routine hepatitis B vaccination 

lisconsin, Oklahoma, Oregon, and 

yt summarize 1e ults Oo ese analyses, which indicate that 

spitals in Wisconsin have not reinstated policies to ensure routine administra 

epatitis B vaccine to newborns despite the availability of preservative 

ititis B vaccine, that the number of hepatitis B vaccine doses given to newborns 

ma and Oregon has declined, anc t an unvaccinated Michigan infant died 

nant hepatitis B. Restoring routi newborn hepatitis B vaccination practices 
ve advocacy Dy pri fessional ¢ government groups 

} in February 2000, the Division of Public Health mailed a survey to nurse 


. 


f all Wisconsin birthing hospitals assess the impact of the thimerosal 

statements on hepatitis B vaccination practices for newborns. Information was collected 
> following periods: 1) before July i-November 1999, and 3) March 

In Oklahoma and Oregon Gata collectec y previously established vaccination 
stries were used to assess the number of doses of hepatitis B vaccine administered 
newborns before and after the publicatior imerosal statements and after 
preservative-free hepatitis B vaccine became av abie 1 Michigan, an infant death 
attributed to HBV was reported in January 2000, ar WV 1 by the Michigan 
Department of Community Health (MDCH) incluc vie 1OSpital and provider 


| records and hospital vaccination px 


Wisconsin, 1999-2000 

All 110 birthing hospitals responded to the survey; 12 no longer provided obstetric 
services. The percentage of hospitals with written policies or standing orders for routine 
hepatitis B vaccination of all newborns declined from 81% before July 1999 to 10 
during July-December 1999; 77% had policies or orders for routine vaccination of in 
fants born to HBsAg-positive women during July-November 1999 

The proportion of births in hospitals where routine hepatitis B vaccination was given 
before discharge declined from 84% before July 1999 to 43% in March 2000. Before July 
1999, 18 of 20 hospitals in southeastern Wisconsin, where 36% of HBsAg-positive preg 
nant women in the state resided during 1999, had written policies or standing orders to 
routinely provide hepatitis B vaccine to newborns. As of March 2000, five of these 18 
hospitals had continued or resumed routine administration of hepatitis B vaccine to all 
newborns 
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Oklahoma and Oregon, 1999-2000 
In Oklahoma and Oregon, the number of doses administered to newborns and young 
nfants declined in July 1999 (Figure 1). In both states, the number of doses administered 
) newborns and young infants has not returned to pre-July 1999 levels. Among Okla 
homa infants aged <1 month and Oregon infants aged <5 days, the number of hepatitis B 
accine doses administered during May—June 2000 declined 50% and 28%, respectively, 
compared with May-June 1999 


Michigan, 1999 

On December 14, 1999, a previously healthy 3-month-old infant was admitted to a 
hospital with diarrhea and jaundice, and acute hepatic failure attributed to HBV infection 
was diagnosed. The infant died on December 17, 1999. The infant had not received her 

dose of hepatitis B vaccine until age 2.5 months 
ve infant’s mother was found to be HBsAg-positive at the first of 10 prenatal visits 
jowever, the prenatal-care record provided to the birth hospital indicated that the mother 
vas hepatitis-negative. Neither the provider nor the laboratory reported the mother’s 
test results to MDCH as required by law. Before July 1999, the birth hospital had rou 
tinely administered hepatitis B vaccine series to newborns before discharge but had 


liscontinued this practice in July 1999 because of concerns about thimerosal 


+r ~ 
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FIGURE 1. Number of hepatitis B vaccine doses administered to infants, by age and 
2-week interval — Oklahoma, May 1999-July 2000 
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Editorial Note: The findings in this report indicate that the 1999 statements on thimerosal 
led to rapid changes in routine perinatal HBV infection prevention practices. Prevention 
perinatal and early childhood infection by providir g hepatitis B vaccine to newborns 
ornerstone of hepatitis B prevention strategies (4). An estimated 18,000 children 

10 years were infected with HBV each year before universal infant hepatitis B 

nation was implemented in the United States (CDC, unpublished data, 2000) 

+ if 


yximately half acquired infection throu srinatal transmission; the remainder 


fection during early childhood through contact with other HBsAg-positive 

yntal transmission). HBV infectio ng infancy and childhood carries a 

r chronic HBV infection compa ith infection during adulthood (5,6) 

»patitis B vaccin n is a safe an ffective way to reduce the risk for both 

and horizontal HBV transmission and increases the likelihood of children 
mpleting the vaccine series on schedule 

The reported case of acute liver failure from perinatal HBV infection in Michigan 

inderscores the problems associated with discontinuing routine hepatitis B vaccination 

it birth without being certain that appropriate safeguards against perinatal infection are 

n place. Hepatitis B vaccine administered alone is 70%-95% effective in preventing 


atal HBV infection when the first dose is given within 24 hours of birth (4). Results 


ym the Wisconsin survey are consistent with results fri a national survey of 1000 


rthing hospitals conducted during December 1999, 3 months after thimerosal-free 
vaccine became widely available for infants. In this national survey, the percentage of 
hospitals with written policies or standing orde or routine hepatitis B vaccination of 
newborns born to HBsAg-negative women declined from 85% before the 1999 thimero 
sal statement to 34% in December 1999 (S.J. Clark, University of Michigan, personal 
ommunication, 2000). Of 88 hospitals that had discontinued written policies or standing 


s for routine vaccination of newborn infants, including infants born to HBsAg 


positive women, 67% had not reinstated the policies or standing orders (S.J. Clark, Uni 


rders 

versity of Michigan, personal communication, 2000 
It is unknown whether changes in hospital policies and reductions in hepatitis B vacc 

nation coverage of newborns are causing other missed opportunities for vaccination 
among infants at high risk for perinatal in on, especially among those Dorn to 
inscreened and HBsAg-positive women. The impact of the public and private health 

ire system response to concerns about thimerosal may not be understood fully unti 
ongoing analysis of surveillance data and birthing hospital chart reviews provide a more 


omplete assessment of the number of infants who acquired chronic HBV infection as the 


result of missed vaccination opportunities. CDC is supporting such studies in several 
states 
AAP and PHS advocate the reintroduction of routine hepatitis B vaccination policies 


for all newborn infants born in hospitals in which this practice was discontinued because 


Ofa 
of concerns about thimerosal (3,8). After administering a dose at birth, providers may 

omplete the series with either 2 more doses of sing!e antigen hepatitis B vaccine or with 
3 doses of combination Haemophilus influenzae type b/hepatitis B vaccine according to 
previously recommended schedules (9). All birthing hospitals should have hepatitis B 
vaccine available for use in infants born to HBsAg-positive and unscreened women 
Hospitals should continue to vaccinate all infants at birth until procedures are in place to 
guarantee that 1) the HBsAg status of every pregnant woman is available and reviewed 
at delivery, 2) appropriate passive-active immunoprophylaxis (HBIG and hepatitis B vac 
cine) is provided for infants of HBsAg-positive women within 12 hours of birth, and 
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3) appropriate active immunoprophylaxis (hepatitis B vaccine) is provided for infants of 
women with an unknown HBsAg status. Pregnant women who are identified as HBsAg 
ve should be reported to local or state health departments to ensure that their 


1d household contacts receive a full hepatitis B vaccination series 


fluenced substantially by recommendations of profes 
y 


actices are ir 

overnment advisory groups. The 1999 joint statement and the subsequent 

lines were issued as a precautionary measure and were intended to apply 

to HBsAg-negative women. The inadvertent effect in many hospitals 

hange in policies for administering hepatitis B vaccine to infants, most 

nfants born to HBsAg-positive and unscreened women for whom no 
ination practices had been recommended. Changes in established rec 

tions, especially if they occur without timely communication and education of 


nterpretation and unanticipated changes in vac 


Notice to Readers 


Risk for Meningococcal Disease Associated With the Hajj 2001 


on pilgrims from more than 140 countries gather 

mage to the holy places of Islam known as the Hajj. Coinciding 

age during March 2000, Saudi Arabian health officials identified an 

of meningococcal disease; a substantial proportion of the isolates were the 

acterial strain Neisseria meningitidis serogroup W-135. Four cases of meningococcal 
disease subsequently were identified among the estimated 15,000 pilgrims returning to 


the United States, their close contacts, and community. In addition, approximately 


00 cases of meningococcal disease caused by N. meningitidis serogroup W-135 were 
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Notice to Readers 


Publication of Report on Indicators for Chronic Disease Surveillance 


ret 


incil of State 


ologists (CSTE), Association of St } al Chronic Dis 
ors (ASTCDPD), and Centers for Disease Control and Prevention 


r em! 


of a consen nvolving epid 


1999, the ¢ icil of State ar 


yr Chronic Disease Su 


nt was the result 
the state and f ral leve 1e 73 selected indicat 

states and territories a report 

hronic disease data 

CSTE has updated this volume with rew mino nanges, and it tS avaiiabie in an 


slectronic format for downloading at http://www.cste.org/resources.htm. Also available 


on > on this site is the data volume that complements the case definitions, with data 


points for each state and each of the indicators 


1e indicators every several years and started the 


CSTE intends to review and revise the i 
evision process at the 2000 National Conference on Chronic Disease Prevention. Other 
Jlans include developing a web-based system to view data by region, indicator, and 


revention pathway 
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Notice to Readers 


Epidemiology in Action 


CDC and Rollins School of Public Health at Emory University will co-sponsor a course, 
Epidemiology in Action” during April 30-May 11, 2001, at CDC and Emory University 
ampuses. The course is designed for state and local public health professionals 

The course will emphasize the practical application of epidemiology to public health 

problems and will consist of lectures, workshops, classroom exercises (including actual 
epidemiologic problems), and roundtable discussions. Topics covered will include 
descriptive epidemiology and biostatistics, analytic epidemiology, epidemic investiga- 
tions, public health surveillance, surveys and sampling, Epi Info 2000 (Windows version) 
training, and discussions of selected prevalent diseases. There is a tuition charge. 

Deadline for application is March 1, 2001. Additional information and applications are 

available from Emory University, International Health Dept.(PIA), 1518 Clifton Road, N.E., 
Room 746, Atlanta, GA 30322; telephone (404) 727-3485; fax (404) 727-4590; World 
\ Web site http://www.sph.emory.edu/EPICOURSES or e-mail 
pvaleri@sph.emory.edu 


Notice to Readers 


Satellite Broadcast on Epidemiology and Prevention 
of Vaccine-Preventable Diseases 


CDC's National Immunization Program (NIP) and the Public Health Training Network 
PHTN) will co-sponsor a live satellite broadcast for physicians, nurses, nurse practi 

tioners, physician assistants, pharmacists, residents, medical and nursing students, and 
their colleagues who either give vaccinations or set policy in their workplace. The four 
part series, “Epidemiology and Prevention of Vaccine-Preventable Diseases,” will be 
broadcast on March 15, 22, and 29, and April 5, 2001, from noon to 3:30 p.m. eastern 
time 

The program will provide the most current information in the field of immunization 
Session one will cover principles of vaccination, general recommendations on vaccina- 
tion, and strategies to improve vaccination coverage levels; session two will cover per 
tussis, pneumococcal disease (childhood), poliomyelitis, and Haemophilus influenzae 
type b; session three will cover measles, rubella, varicella, and vaccine safety; and ses 
sion four will focus on hepatitis B, hepatitis A, influenza, and pneumococcal disease 
(adult) 

Participants will be able to interact with instructors through toll-free telephone, fax, 
and TTY lines. Continuing education for various professions will be offered based on 14 
hours of instruction 

Information and registration are available through state or county health department 
immunization programs. A list of state immunization coordinators is available on the NIP 
World-Wide Web site, http://www.cdc.gov/nip/ed/coordinators.htm. Course participants 
will be required to obtain their own copy of the primary course text, Epidemiology and 
Prevention of Vaccine-Preventable Diseases, 6th edition (2000). The text is available 
from the Public Health Foundation for $25; telephone (877) 252-1200; World-Wide Web 
site, http://bookstore.phf.org. All other course materials will be provided on site. 
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2001 Cancer Conference 
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2001 


Erratum: Vol. 49, No. 46 


Int article, “Update: West Nile Virus Activity—Eastern United States, 2000,” on 


page 1045, the number of West Nile virus-infected horses with neurologic disease from 


New York was incorrect. The correct number i 1e total number of infected horses in 
the United States for 2000 with neurologic signs is 58, with the dates of illness ranging 


from August 17 to October 29 (Figure 1 
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Votices to Readers 


FIGURE 1. Number* of reported humans and horses with severe neurologic illness 
attributed to West Nile virus, by week of symptom onset — United States, 2000 
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Erratum: Vol. 50, No. 4 


In the article, “Injection Practices Among Nurses—Valcea, Romania, 1998,” on page 


61, the name of the first author in reference 1 was misspelled. The correct spelling is 
Hersh BS 


Addendum: Vol. 49, No. 50 


In the article,” Multistate Outbreak of Listeriosis—United States, 2000,” on page 1129, 


a credit was missing in the “Reported by” section: D Schoonmaker-Bopp, Wadsworth 
Center, New York Dept of Health 


Addendum: Vol. 50, No. 3 


In the article, “Serosurveys for West Nile Virus Infection—New York and Connecticut 
Counties, 2000,” on page 38, the following credits should be added to the “Reported by” 
section: F Schwarz, MS, A Szlakowicz, MA, E Nadel, PhD, Suffolk County Dept of Health 
Svcs; and Public Health Prevention Svc Prevention Specialists, CDC. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending February 10, 2001, with historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending February 10, 2001 (6th Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending February 10, 2001, and February 12, 2000 (6th Week) 


Escherichia coli 0157:H7* 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending February 10, 2001, and February 12, 2000 (6th Week) 





Hepatitis C Lyme 
Gonorrhea Non-A, Non-B Legionellosis Listeriosis Disease 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending February 10, 2001, and February 12, 2000 (6th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending February 10, 2001, and February 12, 2000 (6th Week) 





Shigellosis* 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 


by vaccination, United States, weeks endin 
and February 12, 2000 (6th 


eek) 


February 10, 2001, 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending February 10, 2001, 
and February 12, 2000 (6th Week) 





Meningococcal 
Disease Mumps Pertussis 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
February 10, 2001 (6th Week) 





Reporting Area 


All Causes, By Age (Years 
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Contributors to the Production of the MMWR (Weekly) 


Weekly Notifiable Disease Morbidity Data and 122 Cities Mortality Data 
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State Support Team CDC Operations Team 


A Kr 
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